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A Case of Spontaneous Rupture of the Uterus
By C. H. G. MACAFEE, M.B., F.R.C.S.I., F.R.C.S.ENG., F.C.O.G.
CASES of uterine rupture, either spontaneous or traumatic, are relatively rare, and
the following case shows some interesting features.
Mrs. H., aged 39, was admitted to the Mlaternity Hospital, Townsend Street, on
7th February, 1932, about 5 p.m. She was pregnant for the tenth time, and had
eight living children ancd one miscarriage.
All her previous confinements had been normal; the last childi was two years old.
During the pregnancy with which we are dealing, she seems to have been in her
usual health, and the date of her expected confinment was 21st February, 1932, i.e.,
she was within fourteen days of full time.
At 7 p.m. on 5th February, 1932, while she was standing in her kitcheni, she took
"labour pains," which lasted only for one or two hours. Ihe membranes ruptured
at the first pain. After the painis passed off she complaine(d of "soreness in her
stomach," and on admission this was still her main complaint.
She was niot seen by a doctor until midnight on 5th February, 1932, as her
husband had not becn able to go for him. At that timc she w,as given an injection
"to brinig the paints oni stronger"(her owni words), but her coin(lition was unchanged.
Throughlout the day of the 6th February, she was still complaining of "soreness
in her stomach,' and( at mi(dnight was given a hypodermic of morplhia.
Oni 7tll February, 19:2, her general condition was muclh worse, and she wTas
admitted to hospital that afternoon, travelling over twenty miles in a motor.
On admission the patienit looked very ill-P. 140, T. lOOTF., an(l she groaned
on the slightest mnovemenit. The abdomeni was extremely- tender all over, and the
patient resiste(l any attempt to examilnc her.
Ihe fcetus was lyving transversely, the head being in the riglht iliac fossa. The
foetal parts were very distinctly felt through the abdominial wall, and there was an
indefinite mass felt in the left iliac fossa. Ihere was a bloodstained vaginal loss,
but no presentitng part could be felt, atnd the cervix barely, admitte(d one finger.
At operationi the abdominial cavity was full of blood and blood-clot, the child (a
large full-time male) was free in the cavity, and the placenita -was in the left iliac
fossa. There was an extensive rupture of the uterus on the left sidle involving the
lower uterinie segmenit andl spreading upwards into the upper segmenit, and down to
the vault of the vagina, just missing the left uterine artery. The foetus had evidently
passed inlto the broad ligament, and then burst into the peritonleal cavity, stripping
the peritonieum away from the lateral pelvic wall, and exposing the iliac vessels
throughout nearly their whole course.
The foetuLs and(l blood-clots removed from the peritonieal cavity hadl a very offensive
o(lour.
A subtotal hysterectomy was performed, a gauze drain being passed into the
vagina to (Irain the parametria. TIhlere was difficulty in peritonizing the pelvic flooron accounlt of the amnioullt of destruction and strippinig of the peritoneum, but this
was done as xvell as possible.
The abdomen was closed in layers, a rubber drainage-tube being inserted down
to the bottom of the pelvic cavity.
The patient was given 50 c.c. of a fifty per cent. solutioni of glucose intravenously
during the operation, and left the table in a much better condition than when the
operation started. She had an uninterrupted convalescence. The temperature was
above 1000F. on two occasions only, and she was discharged on the nineteenth day.
This case, and three others mentioned later, raise some interesting questions
from the etiological and therapeutic standpoints.
In the case described, an unhealthy multiparous utcrus was the most likely
cause. The rupture almost certainly occurred five hours before pituitrin was
administered.
Hyaline, granular, and fatty degeneration and fibrosis of the uterus have been
given a prominent place by various writers, but Mahfouz Beyl has been unable to
confirm any of their findings.
Munro Kerr2 feels convinced that degeneration of the uterine wall is frequently
present, and predisposes to the accident, for a slight fall or cough or violent move-
ment by the child have been the only apparent exciting causes in some cases.
The most important predisposing factors to either spontaneous or traumatic
rupture are multiparity, scars in the wall of the uterus, degenerations, maldevelop-
ment and malposition of the uterus, and the effect of certain drugs.
The greater liability of the multiparous uterus to rupture is due to the prevalence
of pendulous abdomen and malpresentations in multiparous women.
In this case we have no evidence of any determining factor, e.g., transverse
presentation, but the fact that the previous eight full-time babies were born spon-
taneously and with normal presentations is no guarantee that the ninth child was
lying in a normal position.
The probability is that the child was in a transverse position at the commence-
ment of labour, and after ten pregnancies it is almost certain that the patient had
a pendulous abdomen. This case should be a warning to every obstetrician to watch
the multipara, especially the elderly multipara, as carefully as the primigravida.
The next interesting point about the case is the length of time between the
occurrence of the rupture and the time of operation, viz., forty-eight hours.
The prognosis before operation looked almost hopeless, and yet the patient
recovered. For this one has to thank the patient's powers of resistance rather than
anything else.
This raises the question of whether it may not be better to delay operation for
some time after rupture, rather than operate immediately after the catastrophe
has occurred. I do not suggest leaving a case for forty-eight hours.
I have operated upon four cases of spontaneous rupture with no maternal deaths,
and have seen three cases of traumatic rupture who have died. One case ruptured
just before admission to hospital (she had had three previous Caesarean sections by
130another surgeon, and had rupture(l on txvo occasions before); the rupture was in
the upper end of the scar in the uterus and the child was alive.
One case was operated upon seven hours after rupture (another case of ruptured
Caesarean section scar); one case operated on twelve hours after rupture, this
case being almost a replica of the case described above; and the case described,
forty-eight hours after rupture.
Mahfouz Bevl states that the prognosis in cases of rupture of the uterus does not
depend on the method of treatment. It is influenced to a greater degree by the
amount of heemorrhage which has occurred before treatment was begun, and by
the traumatism caused by previous attempts at delivery, and, above all, by the
degree of sepsis and the severity of the shock.
The four cases mentioned had no traumatism apart from that due to the actual
rupture, and three, although shocked, had recovered from the severe initial shock.
The absence of severe handling per vaginam was, I am sure, a great factor in the
recovery of all these cases. Another point in their favour was that in the three
seriously-ill patients, the uterus had completely emptied itself, permitting good
contraction and retraction, and limiting the hoemorrhage.
All the cases of traumatic rupture which I have seen, three in number, have
died, but they were all very shocked, had had severe haemorrhage, and were almost
certainly infected as a result of improper vaginal manipulations.
In the presence of severe shock and sepsis, whiclh are the rule in most cases of
traumatic rupture, laparotomy is attended with grave results.
Conservative treatment, i.e., plugging the tear, is not advised where the child
has escaped from the uterus, but even in these cases, where there is no further
initernal haemorrhage, a delay of a few hours to allow the patient to recover from
the immediate shock would seem advisable.
I realize that the number of cases is too small to allow of any hard and fast
conclusion being drawn, and on looking over the literature one does not find any
expression of opinion on this point.
Davis3 says that hysterectomy is the operation of choice, and the sooner this
operation is performed after rupture has occurred the better are the chances of
recovery. He also states that while rupture through a Caesarean section scar in a
subsequent pregnancy is a serious accident, the prognosis for the mother is far
better than in the other forms of rupture.
Hillis4 reports four cases of spontaneous rupture of Caesarean section scars,
operated on six hours, twelve hours, and forty-eight hours after rupture (one case
time not stated), with recovery in all cases.
Sherrill5 reports one case seen four hours after rupture (the rupture not recog-
nized), where operation was performed thirty days later (the child having been
delivered per vias nuttiurales. He says "that prompt recognition and surgical inter-
vention will show a marked decrease in the mortality."
Wertenbaker6 reports twvo cases of rupture after administration of pituitary
extract; one operated uLpon three and a half hours after rupture who died, and one
five hours after ruptuLre wlho lived.
131Cornell7 reports one case of spontaneous rupture of a Caesarean section scar
operated on five or six hours after rupture with recovery.
There is a great fallacy in forming opinions from reported cases, because one is
more likely to hear about successes rather than failures, but from my personal
experience, which is admittedly small (four cases), and from the above-mentioned
literature, I feel that if a case is on the point of rupture, operation should be
performed at once, but if the case is seen after rupture has taken place, it is
probably safer for the patient to delay operation for a few hours to allow of recovery
from the immediate shock. This line of treatment is safe in those cases where the
child has been completely expelled from the uterus, because further hoemorrhage is
not liable to occur; and in those cases where a large vessel has been torn, or where
the child is partially expelled, it is not likely that any operation will be performed in
time to save the patient, and I think that the patient would be dead, or dying,
before a surgeon was able to perform the operation.
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REVIEWS
THE STUDENTS' POCKET PRESCRIBER. By David M. Macdonald, M.D.,
D.P.H., F.R.C.P.S. Tenth Edition. 1934. Edinburgh: E. & S. Livingstone.
pp. 263. Price 3s. net.
EVERY final-year medical student, and indeed many qualified practitioners, will find a gold-mine of
useful prescriptions in this little book. They will also find in it a number of valuable hints on
prescribing, on changes in the B.P. official titles, on synonyms for drugs, incompatibilities, incuba-
tion periods of infectious diseases, and diet. The formulae given have all stood the test of time, and
proved their worth not only by the author of this book, but the many generations of young
practitioners who have used them since the first edition was published in 1882. The present is the
tenth edition, and it can be as strongly recommended for study as any of its earlier editions.
-R. H. H.
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